Central to the patient-centered care movement, is that medical care provided to patients should be aligned with their values and treatment preferences. This requires that patient values and preferences are known and are authentic and informed as well as being accessible by the treating clinical team when decisions have to be made. Advance care planning (ACP) is one tool to enable patients (and/or their legal representative or next-of-kin) to pre-determine their values and preferences and document them in a way which facilitates patient-centered care. ACP has been shown over the years to improve concordance between patient preferences for use (or non-use) of life-sustaining treatment and actual care received [1] .
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In this article of EClinicalMedicine, Knight and colleagues [2] have provided a national snapshot on the accessibility of ACP at the point of medical decision-making for the UK. They audited a total of 123 hospitals in the UK and found, of all acute care admissions that approximately 5% had advance care plans available to the admitting medical team. This percentage was only slightly higher if the patients being treated were greater than 90 years old (12%) or were admitted from a long-term care facility (25%). These data are consistent with public polling data from Canada, where less than 20% of citizens had fully engaged in ACP [3] . The lack of a standardised definition of ACP and a standardised form to record the outcome of these planning conversations is a limitation of this work. But even in settings where such standardisations are in place, compliance rates are suboptimal [4] .
Remarkably, in the above study, of hospital readmissions of patients aged 90 or more, only 15% had an advance care plan. This was such a lost opportunity for these older patients (or their surrogates), not being engaged in high quality planning discussions while in hospital or shortly after discharge. Consequently, most of these older patients are not likely getting 'patient-centered care' or the medical care that is right for them. In such a clinical context, we have shown that older patients are likely to get the medical care that's right for them only 1 in 3 times [5] . That's a high rate of medical error. Clearly, a higher rate of ACP is needed to be sure that patients are getting the medical care that is not only right for them but that they so desperately deserve.
One of the most puzzling findings, that may give clues as to what needs to be done differently moving forward, is that in only 60% of clinical encounters with patients aged 90 or more who are admitted to an acute medical service, did the attending physician state that having an advance care plan was appropriate. This number should be much higher. Which are the reasons why it isn't at 100%? Why wouldn't a clinician see a clinical encounter with a hospitalized 90+ year old with an acute problem as an appropriate time for engaging in a planning conversation, especially given the high rate of readmission or death in the ensuing 12 months? Despite being defined as planning for future medical care [6] , could it be that some clinicians just see ACP as planning for 'terminal' or 'end of life' care and if they perceive the patient isn't going to die on this admission, it is possible that they mistakenly consider ACP as not appropriate? Unfortunately, eliciting preferences for future medical treatments is done today through the lens of when there is certainty around death or a poor health outcome. ACP done under conditions of certainty are rarely helpful to those working in acute care because clinical decisions are made about the use or nonuse of life-sustaining treatments when the outcome is uncertain. Some acute care clinicians, might be dismissive of ACP because they question the validity and utility of certain instructional directives [7] . Moreover, we have shown that when we do standard ACP, we do not elicit values in a way that reliably informs medical decisions about the use or nonuse of life sustaining treatments and that they are ill-informed about the risks, benefits and possible outcomes of such decisions [8, 9] . This too may contribute to the attitudes of acute care physicians that ACP is not helpful or indicated. The way to advance and move forward involves more robust, reliable, and useful tools that help patients establish their authentic values and transparently connects those values to possible treatment options made in the context of uncertainty [10] . Unfortunately, in the study by Knight and colleagues the quality or utility of existing advance care plans is not commented or investigated. Suffice it to say, we need to increase both the quantity and quality of ACP. Patients deserve better.
Declaration of Competing Interest
The author has nothing to declare. 
